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Section I Background: 
For Phase I, CORE developed Operating Rules for the eligibility transaction (X12 270/271) when used in batch and real-time modes. CORE Phase I rules included requirements for the data 
content of the HIPAA-mandated X12 v4010A1 270/271 eligibility transactions so that the 271 response returned by CORE-certified health plans included more robust information than just 
the bare minimum required for HIPAA compliance. In Phase II, CORE built on the Phase I foundation by adding additional data content requirements for the 271 response, an enhanced 
connectivity rule, and the application of the Phase I CORE infrastructure rules to the conduct of the HIPAA-mandated X12 v4010A1 276/277 claim status transactions. This Phase II CORE 
250 Claim Status Rule includes the following: 
  The requirement to conduct the 276/277 in real time 
  A total response time from submission of the 276 to receipt of the 277 by the provider of 20 seconds 
  System availability of 86% of the time 
  The consistent use of the TA1 and 997 standard acknowledgements 
  The requirement to support the Phase I Connectivity rule and optionally support the Phase II Connectivity rule which builds upon the Phase I rule 
  A companion guide template (similar to the Phase I 270/271 companion guide rule) to be used for entities that create their own companion guide 
Phase II CORE also included two Master Claim Status Business Process Scenarios, describing the business processes for real-time and batch and the workflows and information flows that 
support an efficient management process for health plans and providers. Figure 1 below is from the Phase II CORE operating rules for claim status request which are designed to support 
these business processes and their technical components. Phase I CORE Rules focused on improving electronic eligibility and benefits verification, as eligibility is the first transaction in the 
revenue cycle process. Phase II CORE rules extended the value of the Phase I rules to the claim status transactions, but determined to address the data content requirements for them in 
Phase III, thus continuing to build on previous rules in subsequent phases of CORE rule making. This document, therefore, is focused on the issues of the data content of the 276/277 claim 
status transactions with the goal of establishing minimum data requirements for CORE-certified entities in order to move the industry beyond the bare minimum requirements imposed by 
the HIPAA-mandated implementation specifications to deliver greater business value to the industry overall. Some of the benefits that can be realized by the adoption of a Phase III CORE 
276/277 Data Content Rule include: 
  Enhanced revenue cycle management and potential overall reduction in A/R 
  Reduced time consuming and expensive phone calls for providers and health plans 
  By ensuring robust, standardized content, drive down the cost for development and implementation of all-provider/all-payer 276/277 capability and increase the return on such an 
investment 
  Reduced time spent on accounts receivable management and improved speed in resolution of claim problems 
  Reduced submission of duplicate claims thereby eliminating unnecessary provider and health plan costs and payment delays  
  Reduced risk of duplicate payments that require significant work to identify and resolve in post-payment audits 
  Increase overall adoption of standard EDI for health care administrative transactions enabling administrative simplification and cost reduction across the industry CAQH CORE Phase III 
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The development of the Phase III rule addressing the 276/277 data content will build on the framework established in Phase II and ensure that providers and health plans adopting the 
CORE rules realize good value from their implementations of these rules. 
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In order to electronically manage the status of a claim, providers need to receive an acknowledgement for each claim submitted. Additionally, providers also need a comprehensive and 
robust 277 claim status response to the 276 claim status query. This robust response needs to include 
  the status of the claim in the health plan‘s system, e.g., accepted, rejected, denied, pended, approved for payment or paid 
and 
  if the claim is rejected, pended, suspended, or denied – and why 
or 
  if the claim has been paid, when and the payment method 
The status and explanation information is specified by the use of various codes which enable the provider‘s payment specialist to take appropriate action by obtaining corrected claim data 
from the provider‘s patient accounting system or the patient and resubmitting the required information, or by researching the payment to ensure correct posting. The codes used to specify 
the status of a claim are shown in Tables 1 and 2 below. 
 
Table 1: X12 276/277 Claim Status Category & Status Codes 
Coding 
System  Comments 
X12 
Internal/External* 
Code Sets 
Transaction 
X12 V4010A1  X12 V5010 
Claim Level  Service Level  Summary 
Level  Claim Level  Service Level  Summary 
Level 
Health Care 
Claim Status 
Category Code 
Specifies 
logical 
groupings of 
status codes 
External 
(Code Source 
507) 
277  Loop 2200D 
STC Segment 
Loop 2220D 
STC Segment 
  Loop 2200D 
STC Segment 
Loop 2220D 
STC Segment 
 
Health Care 
Claim Status 
Code 
Specifies 
status of an 
entire claim or 
service line 
External 
(Code Source 
508) 
277  Loop 2200D 
STC Segment 
Loop 2220D 
STC Segment 
  Loop 2200D 
STC Segment 
Loop 2220D 
STC Segment 
 CAQH CORE Phase III 
276/277 Claim Status Business Case 
Document #3 for 03/12/09 Claim Status Data Content Subgroup call (Rules Work Group)  5 of 33 
Table 1: X12 276/277 Claim Status Category & Status Codes 
Coding 
System  Comments 
X12 
Internal/External* 
Code Sets 
Transaction 
X12 V4010A1  X12 V5010 
Claim Level  Service Level  Summary 
Level  Claim Level  Service Level  Summary 
Level 
Health Care 
Claim Status 
Code 
Specifies 
status of an 
entire claim or 
service line 
using the 
NCPDP 
Reject-
Payment 
Codes 
External 
(Code Source 
530) 
277        Loop 2200D 
STC Segment 
Loop 2220D 
STC Segment 
 
*Code sets for X12 Data Elements may be ―internal‖ – that is, a code set maintained by ASC X12 – or ―external‖, a code set maintained by another body recognized by ASC X12. 
Internal codes and descriptions are found in the X12 Data Element Dictionary  
External codes are identified by reference in the External Code Sources Appendix C in v4010A1 and in the External Code Sources Appendix A in v5010. Such sources are 
numbered for reference purposes. 
Table 2 below shows the external code sources for the above codes. 
 
Table 2: X12 276/277 Claim Status Category & Status Codes External Code Source References 
507 Health Care Claim Status Category Code 
AVAILABLE FROM 
Washington Publishing Company 
http://www.wpc-edi.com 
 
ABSTRACT 
Code used to organize the Health Care Claim Status Codes into logical groupings 
 
WHERE USED 
005010X212 - Health Care Claim Status Notification (277) 
Claim Status Category codes are used in the Health Care Claim Status Notification (277) transaction in the STC01-1, STC10-1 and STC11-1 composite elements CAQH CORE Phase III 
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508 Health Care Claim Status Code 
AVAILABLE FROM 
Washington Publishing Company 
http://www.wpc-edi.com 
 
ABSTRACT 
Code identifying the status of an entire claim or service line 
 
WHERE USED 
005010X212 - Health Care Claim Status Notification (277)  
Claim Status Codes are used in the Health Care Claim Status Notification (277) transaction in the STC01-2, STC10-2 and STC11-2 composite elements. 
530 National Council for Prescription Drug Programs Reject/Payment Codes 
 
AVAILABLE FROM 
NCPDP 
9240 East Raintree Drive 
Scottsdale, AZ 85260 
 
ABSTRACT 
A listing of NCPDP payment and reject reason codes, the explanation of the code, and the field number in error (if rejected). 
 
WHERE USED 
005010X212 - Health Care Claim Status Notification (277)  
Claim Status Codes are used in the Health Care Claim Status Notification (277) transaction in the STC01-2, STC10-2 and STC11-2 composite elements. CAQH CORE Phase III 
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The Claim Status Category and Claim Status codes (Code Sources 507 and 508) are maintained by the Claim Adjustment Status Code Maintenance Committee, which 
meets on the Sunday of each ASC X12 trimester meeting. The meetings are held three times a year and approved changes are posted to the WPC web site 1-2 months after 
each meeting.  
  1 – the end of January/beginning of February  
  2 – the beginning of June  
  3 – the end of September/beginning of October  
 
Each code is categorized as follows: 
  Start 
Every code has a Start date. This is the date when the code was first available in the code list.  
  Last Modified 
When populated, this is the date of the code list release when the definition of the specific code was last modified by the committee. This date represents a point 
when the definition changed from one wording to another.  
  Stop 
When populated, this date identifies that the code can no longer be used in original business messages after that date. The code can only be used in derivative 
business messages (messages where the code is being reported from the original business message).  
The NCPDP Payment and Reject Reason Codes are maintained by the National Council for Prescription Drug Programs in an External Code List. An NCPDP External Code 
List (ECL) contains values, descriptions, and reject codes for a subset of the data elements supported in the current NCPDP standards. Modifications to the ECL are made by 
the submission of a Data Element Request Form (DERF) along with the proper documentation thirty (30) days prior to a Joint Technical Work Group Meeting for it to be 
reviewed. The DERF is reviewed by the appropriate NCPDP work group during quarterly meetings. Once the DERF is approved at the work group level and consensus is 
achieved, including review and approval by Maintenance and Control, within thirty days of achieving Work Group level approval, a new release of the External Code List is 
prepared and included in the Data Dictionary.  The results are published in the Council's publication. 
 
In order for the health plan to return a comprehensive and robust X12 277 claim status response, the health plan also requires that the provider submit sufficient data on the X12 276 
request so that its system can successfully locate and match the request to the previously submitted claim. This data includes, but is not limited to: 
  the health plan‘s claim control numbers 
  service provider identification 
  patient (subscriber/dependent) identification 
  claim service date(s) 
  total claim submitted amount 
When a health plan does not receive all of the data it requires to verify the Information Receiver and the Provider or to locate the claim in its system, the X12 277 response will include the 
appropriate status information using appropriate codes in the STC segment. Such codes could be a claim status category code of either ‖D0 – Entity Not Found – change search criteria" or 
one of the ―E error codes‖ along with the appropriate claim status code in the case of the health plan‘s inability to verify either the Information Receiver or the Provider or a more specific 
claim status category code (except for ―R requests for additional information‖ codes) along with the appropriate claim status code when the health plan cannot locate the claim. CAQH CORE Phase III 
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Section II: Issues to be Addressed & Business Requirements Justification 
The Role of Claim Acknowledgements 
Many health plans pre-process claims by applying various edits to validate and to verify that the claim is correctly formatted and contains all of the information required by their claim 
adjudication system. Such pre-processing is often referred as the front-end edits process. Claims failing these front-end edits may be rejected and/or returned to the provider. Claims 
successfully passing this pre-adjudication system processing are then passed to the health plan‘s adjudication system for additional validation, processing, and ideally, payment. Research 
and investigation by CORE during the development of this business case revealed that many health plans are moving more of the adjudication system edits into their front-end pre-
adjudication system in order to ensure that only ―clean‖ claims that can successfully be adjudicated to a finalized status enter the claim adjudication system. 
Since there is no HIPAA requirement for health plans to acknowledge the receipt of a claim or to track the status of a claim in either in the health plan‘s pre-adjudication or adjudication 
system, providers commonly resubmit the claim when they are unsure that the claim has successfully been received by the health plan, resulting in duplicate claims within the health plan‘s 
system. While various X12 standard acknowledgements for the interchange, the functional group, the transaction set and individual claims implementation guides have been developed and 
are available for use within the industry, none of these is mandated under the current or the new HIPAA electronic transactions final rule. These X12 standard acknowledgments and 
implementation guides include the following 
  TA1 Interchange Acknowledgement 
  997 Functional Group Acknowledgement 
  999 Implementation Acknowledgement for Health Care Insurance 
  277 Claim Acknowledgement 
  277 Health Care Claim Pending Status Information 
CORE research and investigation also revealed that most health plans commonly generate an acknowledgement of claims received, with some health plans using one or more of the X12 
standard acknowledgements listed above or using a proprietary format. Whether or not all such acknowledgements, either in a standard or proprietary format, are delivered to the provider 
by intermediaries has not been determined. Furthermore, in general, providers are not able to take advantage of these acknowledgements since they are extremely voluminous with each 
health plan‘s acknowledgement returning status information inconsistently or using proprietary codes and remarks.  CAQH CORE Phase III 
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Figure 1 below depicts a typical information flow of claim submission through claim payment. 
 
Figure 1 Conceptual Claim/Claim Payment/Remittance Advice & Claim Status Information Flow 
Not required by 
HIPAA v4010A1 
or proposed v5010
Healthcare Provider
Health Plan
837 Claim Submission
TA1/997/999/277 Acknowledgement/Proprietary Acknowledgment
276 Claim Status Request
TA1/997/999/277 Status Response
Use of TA1/997 addressed in 
Phase II CORE Claim Status Rule
Data content for 276/277 to be 
addressed in Phase III CORE 
Claim Status Data Content Rule
835 Claim Payment/Remittance Advice
835 Claim Payment/Remittance Advice
HIPAA does not specify timing 
nor sequencing of the 835 and 
does not require providers to 
conduct the 835
 
 
 
Thus, while HIPAA provides a foundation for the electronic exchange of claim status information using the X12 276/277 Claim Status Request/Response transactions, it does not go far 
enough to ensure that today‘s manual paper-based system can be replaced by an electronic, interoperable system. HIPAA‘s mandated data scope does not address all information needed 
by providers, and HIPAA neither addresses the standardization of data definitions nor contains business requirements by which the HIPAA-outlined data can flow efficiently and on a timely 
basis. CAQH CORE Phase III 
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Inappropriate Expectations and Use of the X12 276/277 versus the X12 835 
Oftentimes, for myriad reasons, providers either do not conduct the HIPAA-mandated X12 835 Claim Payment/Remittance Advice transaction or are not able to leverage its full capabilities. 
Thus, many providers turn to using the X12 276/277 Claim Status Request/Response transactions to address their information needs to learn whether the claim has been received, pended, 
or finalized (rejected, denied, approved for payment, or paid) by the health plan. Some providers also attempt to use the data returned in the X12 277 Claim Status Response to post claim 
payments to their patient accounting system, with less than satisfactory results. However, the purpose and scope for the X12 276/277 is substantially different than that for the X12 835, and 
thus, providers become dissatisfied and frustrated with the perceived failure of the X12 277 Claim Status Response to meet their expectations. 
The X12 base standard for both the 277 and 835 transactions includes the following purpose and scope statements for each (emphasis added).  
277 v4010: This Draft Standard for Trial Use contains the format and establishes the data contents of the Health Care Claim Status Notification Transaction Set (277) for use within the 
context of an Electronic Data Interchange (EDI) environment. This transaction set can be used by a health care payer or authorized agent to notify a provider, recipient, or authorized agent 
regarding the status of a health care claim or encounter or to request additional information from the provider regarding a health care claim or encounter. This transaction set is not 
intended to replace the Health Care Claim Payment/Advice Transaction Set (835) and therefore, will not be used for account payment posting. The notification may be at a 
summary or service line detail level. The notification may be solicited or unsolicited. 
277 v5010: This X12 Transaction Set contains the format and establishes the data contents of the Health Care Information Status Notification Transaction Set (277) for use within the 
context of an Electronic Data Interchange (EDI) environment. This transaction set can be used by a health care payer or authorized agent to notify a provider, recipient, or authorized agent 
regarding the status of a health care claim or encounter or to request additional information from the provider regarding a health care claim or encounter, health care services review, or 
transactions related to the provisions of health care. This transaction set is not intended to replace the Health Care Claim Payment/Advice Transaction Set (835) and therefore, will 
not be used for account payment posting. The notification may be at a summary or service line detail level. The notification may be solicited or unsolicited. 
835 v4010: This Draft Standard for Trial Use contains the format and establishes the data contents of the Health Care Claim Payment/Advice Transaction Set (835) for use within the 
context of the Electronic Data Interchange (EDI) environment. This transaction set can be used to make a payment, send an Explanation of Benefits (EOB) remittance advice, or make a 
payment and send an EOB remittance advice only from a health insurer to a health care provider either directly or via a financial institution. 
835 v5010: This X12 Transaction Set contains the format and establishes the data contents of the Health Care Claim Payment/Advice Transaction Set (835) for use within the context of 
the Electronic Data Interchange (EDI) environment. This transaction set can be used to make a payment, send an Explanation of Benefits (EOB) remittance advice, or make a payment 
and send an EOB remittance advice only from a health insurer to a health care provider either directly or via a financial institution. 
The key distinction between the X12 277 and the X12 835 transaction purpose and scope constraints is that the base X12 standard for the 277 explicitly states that it does not replace the 
835 transaction and is not to be used for account payment posting. While the currently mandated HIPAA v4010A1 implementation guide and the proposed v5010 TR3 for the 277 specify 
the constraints for using the 277 within the context of HIPAA, they do not explicitly include this specific constraint for not using the 277 Claim Status Response to the 276 Claim Status 
Query for posting account payments. Thus, providers that use only the implementation guides for these transactions and do not also refer to the base X12 standard for them are often 
unaware of this specific constraint on the 277 response, resulting in the attempt to use data from the 277 response to update their patient accounting system. Such attempts result in 
frustration since the 277 does not carry the full range of data found in the 835. CAQH CORE Phase III 
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Common Issues & Challenges Impacting Successful Use of the X12 276/277 Claim Status Request/Response Transactions 
Providers typically use the X12 276 claim status request to confirm claim receipt and to obtain the status of a claim that has not finalized. Some of the common issues encountered by 
providers are the receipt of a high number of X12 277 status responses reporting the claim as ―not found‖ or ―pending.‖ These responses result in the provider having to make phone calls 
and otherwise manually research the status of the claim with the health plan.  
Claims “Lost” in the Pre-adjudication (Front-End Edits) System 
A WEDI Front-End Edits White Paper describing recommended solutions associated with front-end editing published on the WEDI web site in a draft version dated 04/09/01 identifies that 
health plan front-end edits vary depending on the type of transaction as well as the specific requirements of its internal system. This paper goes on to say that this variance amongst health 
plans‘ front-end edits is primarily due to a lack of separation between the EDI reporting and application level reporting, while in some systems, ―edits for eligibility and coverage are pushed 
to the claims front-end in order to make application edits more efficient, or to reduce certain costs.‖ Such front-end edits are most often ―application-specific and not related to the X12 
syntax or implementation guide compliance,‖ but rather created ―to detect common or obvious errors in order to expedite the rejection of the transaction, eliminating delays caused by flawed 
transactions being moved forward through an application or adjudication system.‖ Without consistent and standardized specification of such front-end edits for the industry, the providers are 
left to struggle without having the ability to completely track and follow the status of claims submitted through to either final payment or denial. 
Claims Status Request Transaction (276) Issues 
In order for the health plan to locate a claim in its adjudication system, certain data elements must be present in the 276 request so that the health plan‘s system can match the request to a 
claim. Some common data elements that health plans use to match a request to a claim in their system include: 
  Health plan-assigned internal control or claim control number, sometimes also known as the document control number 
  Information receiver ID 
  Provider name 
  Health plan-assigned provider identifier (now superseded by the HIPAA-mandated NPI) 
  Subscriber (member or beneficiary ID) as assigned by the health plan 
  Patient last name, first name, date-of-birth, and gender 
  Date of service 
When a request is for service line status, these additional data elements must then be submitted 
  Procedure code 
  Modifiers when applicable 
  Line item charge 
  Revenue code if a procedure code is not used on an institutional claim 
  Line item control number if submitted on the original claim CAQH CORE Phase III 
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Since health plans have different requirements for which claim matching data elements must be submitted, providers must rely on each health plan‘s specific 276/277 companion guide to 
know how to build a 276 request transaction for each health plan. 
Claims Status Response Transaction (277) Issues 
The NEHEN Claim Status Inquiry Best Practices document dated January 3, 2005, discusses some of the common problems providers experience when trying to obtain claim status 
information directly from health plan systems. Health plans will typically use a subset of the available claim status category and claim status codes, with each health plan mapping their 
internal codes to these external standard codes differently. Thus, providers must become familiar with the most common codes and how each of the health plans they interact with use 
them. This NEHEN document also identifies that one of the ―most troubling responses is the A4-Not Found – a  code meaning that the data provided on the claim status request does not 
exactly match a claim‖ in the health plan‘s system. 
Upon investigation, many of the ―not found‖ claims were discovered in fact to be in the health plan‘s adjudication system – and are characterized by NEHEN as ―false‖ claim not found 
responses. Common reasons for ―not found‖ responses include: 
  The health plan ―fixed‖ the claim to update information such as provider number, subscriber ID or member DOB  when the claim was submitted, resulting in a mismatch of data 
submitted on the 276 request to that which is now in the health plan‘s adjudication system 
  The initial claim submission had a format verification issue 
  The initial claim submission was rejected by the health plan‘s pre-adjudication or front-end edit system before it entered into the health plan‘s claim adjudication system; errors 
here may include 
o  Incorrect plan codes 
o  Failure to pass up-front implementation guide edits 
o  Crossover claims from Medicare may appear ―not found‖ 
  Other reasons for a 277 response of ―not found‖ include the lack of the health plan claim number being submitted on the 276 claim status request and the lack of the specific 
identifiers required by the health plan‘s system 
Other 277 response issues include:  
  Each health plan must map their internal status codes to the external standard category and status codes, resulting in 277 responses from different health plans with different 
meaning 
  Health plans that are not able to report the status of a claim at the service line level 
  The health plan‘s system may not be available for claim status request transaction processing 
thus requiring each provider to understand each health plan‘s companion guide specifications and the necessity to often manually process the response. CAQH CORE Phase III 
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Overview of Regional and State Initiatives Addressing these Issues Today 
Many health plans have developed their companion guides specifying their requirements for the various data elements that must be submitted on the 276 claim status request. Additionally, 
some regional organizations and state-wide efforts have developed implementation specifications to address many of the issues identified above. A summary of some of these efforts is 
below. All of the organizations summarized below have based their specifications, requirements, and best practices on the currently mandated HIPAA v4010A1 276/277 implementation 
guides. Additionally, each of the organizations summarized have taken somewhat different approaches to attempting to address the issues being experienced today. 
Linxus, (www.linxus.net) officially organized in 2008 as a non-profit entity in New York, resulted from efforts initially started in 2004 through the Greater New York Hospital Association to 
identify practical approaches to improving IT-enabled reimbursement processes. Linxus members represent 24 hospitals, 6,000 physicians and 6 major health plans in the greater New York 
metropolitan area. The Linxus Claim Status Workgroup is developing a standardized implementation approach that over time will reduce phone calls and increase transparency and 
efficiency of pending claims payments to providers. Version 1.0 Linxus Standard Implementation Specification was adopted by the Linxus Steering Committee in March 2008. Key 
requirements of the Linxus specification for the 276/277 are shown in the table below: 
 
Linxus Version 1.0 276/277 Implementation Specification High Level Requirements 
Addresses 276 Issues 
Required primary search data elements when the 
patient is the subscriber 
  Provider ID (NPI) 
  Subscriber Member ID 
  Subscriber Date of Birth 
  Subscriber Date(s) of Service 
Required primary search data elements when the 
patient is the dependent 
  Provider ID (NPI) 
  Subscriber Member ID 
  Dependent Date of Birth 
  Dependent Date(s) of Service 
Addresses 277 Issues 
Consistent use of category and status codes for the 
most frequent pended claim situations 
  Linxus identified 8 common health plan/provider communications logical business scenarios 
  Minimum code set pairings were developed and associated with the logical business scenarios 
  Provider action work lists were then developed as a ―best practice‖ for each business scenario 
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New England Healthcare EDI Network (NEHEN) (www.nehen.com) is a consortium of regional payers and providers who have designed and implemented a secure and innovative 
electronic-commerce solution for reducing administrative costs in health care established in 1998. Since NEHEN is an EDI network that has standardized electronic information exchanges 
between its members, it does not develop and publish detailed implementation specifications for the HIPAA-mandated transactions. Rather, NEHEN has developed the following documents 
addressing conducting the 276/277 claim status request via its network. 
  Step-by-step instructions on how to use the Claim Status Inquiry functionality within NEHEN's web-based application for real-time transactions: NEHENLite 
o  NEHENLite Claim Status Inquiry Training Manual  
  Technical implementation specifications and steps required by NEHEN network users to set up batch claim status submission through the NEHEN network 
o  Batch Claim Status Inquiry Setup Guide 
NEHEN has also developed a Claim Status Inquiry Best Practice Guide to assist its Members  
  To understand the Claim Status EDI transaction 
  The options available to NEHEN Members for implementing this transaction 
  Best practices for Claim Status Inquiry as provided by NEHEN Payers, Providers, and Program Management 
The Status Inquiry Best Practice Guide recommends that providers will achieve the best results from their claim status processes when they have the correct patient information in their 
system. Thus, checking patient eligibility and recording the correct information received from the health plan in the provider‘s hospital/practice management system will help to avoid the A4-
Not Found response on the 277. 
The table below lists required fields for the 276 Claim Status Request and the 277 Response Codes from this Claim Status Inquiry Best Practice Guide.CAQH CORE Phase III 
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NEHEN Best Practices Recommendations – High Level 
276 Claim Status Required Fields 
  Provider Name 
  Provider ID 
  Patient Last Name 
  Policy Number/Member ID 
  Date of Birth 
  Gender 
  Date of Service 
277 Response Codes 
Category Codes 
  A4 – Acknowledgement/Not Found 
  A2 – Acknowledgement/Acceptance into Adjudication System 
  E0 – Error in Submitted Request 
  E1 – Response not Possible 
  F0 – Finalized 
  F2 – Finalized/Denial 
  P1 – Pending/In Process 
Status Codes 
  0 – Cannot provide further status electronically 
  3 – Claim adjudicated – awaiting payment cycle 
  8 – No payment due to contract/plan provisions 
  20 – Accepted for further processing 
 
Utah Health Information Network (UHIN) (www.uhin.com), established in 1993, is a consensus-based coalition of Utah health care insurers, providers, and other interested parties, 
including State government. The Utah Insurance Department (UID) is required by state law to adopt standards for health care claims and related issues. UID has chosen to adopt UHIN's 
Standards as state standards. Once the UHIN Board of Directors approves a Standard, it is forwarded to UID for their review. The UHIN Standards Committee is comprised of 
representation from the health industry in Utah - health care payers, providers, sponsors (employers) and others participate in the UHIN Standards Committee.  
The UHIN Standard #36 Claim Status Inquiry and Response Version 2.2 includes general recommendations to providers and payers for handling the claim status request and response 
transactions (276/277). It sets out the minimum data set that providers will submit in the 276 request and the minimum data set that payers will return on the 277 response and provides 
guidance for mapping internal codes to the claim status codes. The table below shows the UHIN recommended request data set and an associated matching process. CAQH CORE Phase III 
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UHIN 276 Claim Status Request High Level General Matching Data Elements Addressing 276 Issues 
  Request includes  Matching Process 
1    Internal Control Number [ICN] when known (Primary Key to Payers System) 
o  Additional required elements 
o  Information Receiver ID 
o  Information Source 
o  Provider/Organization Name 
o  Payer assigned Provider Identifier 
o  Subscriber ID 
o  Patient Last Name, DOB and Gender 
o  Date of Service 
o  Provider Trace Number (TRN02) 
Matching requests to specific claims in the payers system requires that the request 
passes several levels of matching. 
Level I Matching: 
1.  The Information Receiver ID (Requester)* 
2.  The information Source ID (Payer)* 
Level II Matching 
1.  Provider/Organization Name 
2.  Payer Assigned Provider/Organization ID 
Level III Beneficiary Matching 
1.  Subscriber ID 
2.  Patient demographics 
Level IV Claim Matching 
1.  ICN 
2.  Any of the other required elements 
Level V Line Level Matching 
1.  ICN 
2.  Total Charge (CLM02) 
3.  Service line detail as outlined in box #3 
 
 
 
*Currently this data is the Trading Partner ID 
  When Request Does not include ICN 
2  1.  All of the items in Box 1 
2.  Total Charges (CLM02) 
  Request is for a specific service line 
3  All of the items in Box 1 and 2 
1.  Procedure code 
2.  Modifiers (when applicable) 
3.  Line item charge 
4.  Revenue Code – If a procedure code is not used on an Institutional 
claim then Revenue is required. 
5.  Line Item Control Number – if sent on the original claim 
 
UHIN 277 Claim Status Response High Level Recommendations Addressing 277 Issues 
  Use a combination of STC segments and elements in order to create simple and clear messages – i.e., a ―one status concept per STC segment‖ 
o  Response received by the provider clearly delineates where one thought/concept ends and where another begins 
  Not recommended that payers crosswalk codes based simply on the content or wording of a status 
o  Payers should know the action that results from the codes 
o  Relaying the context of the status data (i.e., which line of business it applies to) may affect what the status means, how it is used and what action is desired from the 
requester. 
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Minnesota Administrative Uniformity Committee (www.health.state.mn.us/auc/index.html) is a broad-based group representing Minnesota health care public and private payers, 
hospitals, health care providers and state agencies. The mission of the AUC is to develop agreement among Minnesota payers and providers on standardized administrative processes 
when implementation of the processes will reduce administrative costs. The AUC acts as a consulting body to various public and private entities, but does not formally report to any 
organization and is not a statutory committee. The work of the AUC has resulted in the development and adoption by Minnesota regulation of two Uniform Companion Guides that are 
required to be followed by all providers and health plans in Minnesota. These two UCG specify the requirements for conducting the HIPAA v4010A1 270/271 eligibility transactions and the 
v4010A1 835 payment/remittance advice transactions. A search of the AUC web site did not reveal that the AUC has plans to develop a comparable UCG for conducting the 276/277 claim 
status transactions. 
Other Research and Investigation into Current Issues Impacting Successful use of the 276/277 
As part of the preparation and development of this Claim Status Business Case, CORE also conducted research into several business issues believed to be aspects of frustration and the 
inability of the industry to make widespread use of the 276/277 claim status query and response transactions. The business issues were investigated via several telephone conference calls 
conducted separately with a variety of subject matter experts across the industry, including clearinghouses and vendors, providers, health plans, and leadership of the X12N/TG2 Claim 
Payment work group and regional initiatives. The focus for these conference calls was not only to obtain feedback directly from a variety of subject matter experts, but also to gauge the 
relative priority for addressing these issues in a Phase III CORE Claim Status Transactions Data Content Rule. 
The business issues discussed during these conference calls included: 
1.  Improving the success rate for matching 276 inquiries to the corresponding claims 
2.  Improving the consistency of Category and Status Code usage in the 277 
3.  Claims ―Lost‖ in the Pre-adjudication System 
4.  Require support of Service Line level of detail 
5.  Establish minimum time period between claim submission and claim status inquiry 
6.  Specify minimum range of dates that must be supported 
7.  Require 276/277 for paper claims 
8.  Co-ordinate codes between 277 and 835 
This feedback obtained during these conference calls is summarized at a high-level in the following table. 
 
Business Issue  Summarized Feedback  Relative 
Priority 
1. Improving the success rate 
for matching 276 inquiries to 
the corresponding claims 
Consider restating issue as ―Having consistent search criteria across health plans to improve the success rate in matching 276 
inquires to corresponding claims.‖ 
The biggest problem in getting a claim matched was getting the provider number right. Some payers wanted provider numbers 
that were different than what was on the submitted claim. 
Look at use of other additional IDs besides only the provider‘s unique ID #. Is there a ‗common set‘ of identifiers that can be 
used/required for claim matching? 
The success rate of getting a 277 is directly related to what is being sent in the 276. Providers and Payers need some instruction 
High CAQH CORE Phase III 
276/277 Claim Status Business Case 
Document #3 for 03/12/09 Claim Status Data Content Subgroup call (Rules Work Group)  18 of 33 
Business Issue  Summarized Feedback  Relative 
Priority 
as to what the primary or initial query search looks like with regard to improving the claim matching success rate. 
NPI+Provider Claim # should be unique as the claim # is unique within each provider‘s claims. Supportive of a CORE rule that 
describes this search/match criterion as a best practice for use of identifiers to find a match. 
Support considering a business rule requiring consistency between a payer‘s web search capability/ logic and that used with EDI 
searching and matching. Different data/methodology between web and EDI could be considered a violation of HIPAA. 
The 276/277 transaction is really an ―exception‖ transaction used when the claim does not go through the system as planned, i.e., 
provider submitted a claim that was not successfully processed, e.g., 835 returned, and the provider needs to check on the status 
with the plan. 
The industry will not get to a point where 100% or even close to this percentage of the claims are found, i.e., if all of these 
transaction could be found, they would have made it through the system and been finalized. The exceptions that, in fact, cannot 
be found are the front-end rejected claims (related to Issue #5). 
2. Improving the consistency of 
Category,  Status and Entity 
Code usage in the 277 
Need agreement on a minimum subset of available category and status codes that accurately address 80%+ of the problems 
would be a major leap for the industry. This list of codes could include several Pend, Denied, and Paid status codes. 
It would be helpful to have rules that push payers to use more status codes to go deeper into their systems on reporting status of 
claims. 
The correct general categories are probably being used currently, but a huge hole exists in the ―Pending‖ category. Most payers 
don‘t go down to the level as to why the claim is pending, e.g., when additional information is required. 
Health Plans are interpreting the claim status category and status codes differently causing high variation in claim status data 
content received from health plan to health plan, and confusing and sometimes contradictory coding situations for the provider to 
interpret. 
Include a list of minimum claim status codes that all health plans should review and then map these HIPAA codes to their internal 
codes.  
Include requirement to use Entity Identifier Code. 
Important to consistently use category and status codes and agree to consistent meaning for these codes across payers. 
Agreement on code grouping and mapping to what the code means is critical – similar to how the 835 remittance codes were 
mapped by Minnesota, i.e., for Group, Remark and Adjustment Reason codes (ref: MN 835 guideline). 
Consider a rule that requires the payer to provide the status of the claim to the most specificity possible. Receiving a high 
percentage of responses that the claim is Pending, with no information on how the provider should follow-up is not helpful. 
It would be helpful for CORE to consider mapping specific ‗business reasons‖ to specific 277 Category and Status codes. The first 
step in this mapping process should be to come to consensus on what are the underlying business reasons for the 
status/category codes, i.e., agree on these potential business issues, then agree to which codes these reasons map to.  Each 
organization must make sure that each of these business reasons can be mapped to each plan‘s internal codes. With respect to 
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Business Issue  Summarized Feedback  Relative 
Priority 
CORE rules, the final result would be a listing of most appropriate or logical set of category and status codes to use to report the 
business issue to the providers. 
3. Claims ―Lost‖ in the Pre-
adjudication System 
This is a 277 Claims Acknowledgment issue – which remains a hole in the system. There is inconsistency in how health plans 
handle and track claims. Some payers can track claims submitted in their pre-adjudication systems, whereas others only look in 
their adjudication system. 
There is a relatively low frequency of claims that are ―lost‖ in the pre-adjudication system vs. all claims submitted, and thus, a less 
negative impact to the industry than may have been perceived. 
This issue is related to Issue #1 (Improving matching success rate). The claim not found rate should reflect the number of claims 
that have fallen into a ―black hole,‖ i.e., have made it into the Payer‘s pre-adjudication system because the claim hasn‘t been 
enumerated, etc. (If there is no claim ID returned, the Provider will resubmit.) 
Initially was an issue due to sending a claim status request a little too soon after claim submission. Initial request is now sent 24 
hours after claim submission. 
Suggest a discussion in CORE subgroup (and possible business rule) as to which payer system is going to be searched for the 
claim – Payer‘s front-end pre-adjudication system or adjudication system? It is important to ping claims that are in the adjudication 
system, and not just the pre-adjudication system. 
Agreement that notice of a front-end system rejection (i.e., the 277CA) should be returned to the provider very quickly – within 24-
48 hours. Various mechanisms are used to report this rejection, e.g., 997 for syntax issues, proprietary report for business issues. 
Providers vary in how or if they use these reports. 
Low 
4. Require Support of Service 
Line level of detail 
Front-end processing and Service Line detail are low priorities relative to issues that need to be addressed in the claim status 
process. 
This is not a high priority issue as fewer and fewer claims are being split in the adjudication system and bundled or unbundled. 
This is only an issue if a claim is split into multiple claims, which is rarely done anymore. This is done primarily when a provider 
has lost the remittance advice in some way and needs to get this remittance information resubmitted by using the claim status for 
this. The claim status is not designed for this, and it doesn‘t work well. 
Developing a rule requirement will be difficult, but certainly worth considering the issue to gauge support and need for such a rule 
within CORE. 
When do you report service level detail? Dependent on whether the claim is pending vs. a finalized claim, i.e., when is service 
level breakout useful? 
Reporting the codes at the line level, based on how the claim is being bundled (similar to how this is reported on the 835 claim 
payment advice) provides more information or advance notice on where the provider may need to take further action. 
Support of service line detail is inconsistent across payers. Providers would generally like to have this detail, but are accepting of 
Low-
Medium-
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Business Issue  Summarized Feedback  Relative 
Priority 
the fact that they can‘t always get this from payers. Requiring payers to support service line level of detail would drive broader 
adoption of the claim status transaction by providers. 
Receiving detail on the whole claim level is the primary goal, though receiving service line level detail would be a nice-to-have. 
Unsure as to whether, or to what extent, plans across the country return service line level detail in the 277. (An opportunity to set 
a baseline requirement for content in CORE Phase III and build upon this in future CORE phases.) 
5. Establish minimum time 
period between claim 
submission and claim status 
inquiry 
It‘s not uncommon for providers to use the 276 to try to confirm whether the claim was ever received. If ―Not Found‖ is returned, it 
wasn‘t received, or didn‘t make it out of the pre-adjudication system. This issue is related to Issue #1 – Improving claim matching 
success rate. 
Not a priority to establish a minimum time period between claim submission and inquiry. Rather, there could be a CORE 
requirement for a minimum response time for a health plan to return a claim status response – from the point it accepts the claim 
into its adjudication system, which would result in two types of ―minimum‖ response time requirements: 
  20-second turn-around response time for 276 request and 277 response (Phase II CORE rule) 
  Minimum time period, from the point a health plan accepts a claim into its front-end pre-adjudication system or 
adjudication system, to the point the plan must be able to respond to a 276 claim status request for that claim. 
With no HIPAA requirement for the 277CA, there is value in sending a 276 claim status request relatively soon in order to receive 
a confirmation of receipt with the claim #. 
Rather than specify a minimum period between a claim submission and initial query of its status, require payers to provide detail 
on how long it takes to accept a claim and have it available to have status queried by a 276 (This information could be published 
in the payer‘s companion guide). 
May be helpful to develop a best practice with regard to the earliest time, after claim submission, that a provider should make the 
first status request. Not doing so may cause an overload of status requests on payers‘ systems as the Claim Status transaction is 
rolled out nationally. 
Providers agreed that if there was a requirement for payers to send a 277CA, they would delay their initial status request ping by 1 
to 3 days. 
There is value in considering a minimum time period requirement between claim submission and the initial claim status inquiry. 
There is a certain window, or time period, in which it simply isn‘t practical to expect that a claim could have been processed and 
paid – unless the provider is simply looking to confirm that the claim has been received. 
Low 
6. Specify minimum range of 
dates that must be supported 
For states having prompt pay regulations, the availability of historical information on-line is not an issue – with the 835 serving as 
the record of consequence to the Payer. This relates to and supports Issue #1. 
Specify how the searches should work related to dates of service being queried, i.e., some payers require that the date of service 
be hit exactly for the payer to find the claim and respond back, while other payers allow a provider to request status information 
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Business Issue  Summarized Feedback  Relative 
Priority 
from all claims for an individual for a specific range of time. 
Specification of how the date of service and the date range matches up with the claim search criteria would be very valuable. This 
is related to issue #1 matching success rates, as date often either is part of the match criteria or supplements the criteria. 
Specifying how the search should work will help both item #6 and #1 on the issues list. 
May be more value for considering a rule that requires payers to keep claim status information available for query for a ―minimum‖ 
period of time. This would allow CORE-certified entities to keep this information on-line longer than this minimum period, if they so 
choose. 
A minimum period would be good, and this period could be 6-months, with the stipulation that these claims have been finalized, 
and a final status reflected, i.e., claims having pended statuses would remain available. 
7. Require 276/277 for paper 
claims 
Federal legislation is not limited to electronic claim status inquiry and response, but rather applies to ALL claims – paper and 
electronically submitted. Thus, it is already a requirement to respond to a request for status for a paper claim in response to a 276. 
Modify the business issue to ―require a 276/277 for ALL claims, regardless of method of submission, and payment/contract type. 
Some Payers have different claims engines by product, and the status only hits against the claim system with the highest 
population of members, with the smaller population of members being left out of the inquiry, thus a portion of the membership that 
a claim status can be queried on for submitted claims is not available. 
Consider a rule requiring payers to respond to a 276 inquiry regardless of the mode or method of the claim‘s submission. 
276/277s should be required in querying and reporting the status of paper claims, i.e., once the claim is in the system, regardless 
of whether the source is paper or EDI, the system should be able to respond to the claim status request the same as it does for an 
electronic claim. 
Low 
8. Coordinate codes between 
277 and 835 
Significant value in a CORE requirement for returning a 277 Claim Acknowledgement for every claim submitted. 
Might be very helpful to develop a short document on why the 277 is not the 835 transaction, and vice versa – to help with 
understanding that these transactions have different purposes/functions, and one should not be made to serve as the other. That 
is, the 277 provides information on status and disposition of the claim being processed, while the 835 relates how the claim was 
paid. 
Education on proper scope and usage of the 277 and 835 transactions is key. These two transactions serve two distinct purposes, 
though some providers implementing the claim status want the information that is included in the remittance, e.g., patient 
responsibility, so it can be used as a ―pre-835,‖ the 277 transaction doesn‘t really support this.  
These issues require education regarding proper interpretation of codes and transaction usage. 
In order to improve the consistency of the category and status code usage in the 277, especially with regard to Finalized claims, 
the coordination of the codes between the 277 and 835 could be a Subtask of Issue #2. For example, if an 835 claim is reported 
as Denied for reason ―A‖, the status code should always be a specific Code related to reason ―A‖. 
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Business Issue  Summarized Feedback  Relative 
Priority 
This issue (#8) could be considered a Sub bullet Issue to #2 above. 
This issue goes along with business issue #2 (improving the consistency of Category, Status and Entity Code usage in the 277). 
If issue #2 is going to be addressed in the rule, then it should be considered in coordination with this issue (#8). 
Would provide value, but focus should first be on consistent understanding/usage of codes within the 277 transaction (Issue #2). 
Recommend requiring the use of the Entity Code along with the category and status codes be required in a CORE rule. 
The 277 is the claim status, providing information on how the claim is moved through the system, while the 835 provides how the 
claim is finally disposed, or paid. 
Two reasons for provider confusion are: 1) much of the information that is available on an 835 remittance can be returned in a 
277, and 2) codes in the 277 and 835 are both called the ―claim status‖ codes, leading some to believe the codes are related 
somehow – though they are not. This similar labeling can lead providers to believe they are the same code sets. 
Coordinating the codes used for statuses across the 276/277 and the 835 would be valuable, but a very daunting task. 
Normalizing the meaning of various codes across the claims status and remit is most important and not the actual code values 
used, e.g., the reasons for a claim being denied should be the same in the 277 and the 835, regardless of the code used to 
identify this. 
Important to get the same information in the 277 as provided in an 835, and there is value in receiving it early, as opposed to 
waiting for the Remittance Advice. 
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Considerations for v5010 
The NPRM proposing modifications to the HIPAA electronic transactions by adopting the v5010 Technical Report Type 3 implementation specifications for the existing HIPAA-mandated 
transactions was published August 22, 2008, with the public comment period ending October 21, 2008. The ASC X12-submitted comments to the NPRM strongly encourage adoption by 
final rule of the v5010 TR3s unless submitted comments identify a ―catastrophic impediment‖ to industry implementation warranting modifications. A Final Rule adopting the X12 v5010 
TR3s was published on January 16, 2009 in the Federal Register. The prescribed compliance date for the 5010 transaction sets is January 1, 2012. However, a directive from the White 
House Chief of Staff has placed all recently promulgated regulations under review by the new administration. Thus, there remains uncertainty about whether the new HIPAA Final Rule will 
be pulled back, modified or let stand. Nonetheless, an understanding of the requirements of the currently mandated v4010A1 with those of the v5010 TR3 for the 276/277 claim status 
request is necessary. In his testimony to the NCVHS on the v5010 upgrade, Don Bechtel, chair of the X12N Insurance Subcommittee‘s Health Care Task Group, reported the following key 
enhancements to the v5010 TR3 versus the v4010A1 implementation guides for all transactions: 
  More standardized front matter addressing industry needs missing from 4010A1 
  Clarified intent where previously ambiguous 
  Improved instructions for business situations that were causing problems in 4010A1, in particular, privacy issues were addressed in consideration of ―minimum necessary‖ 
requirements 
  Added or Deleted code values and qualifiers to address industry requests and to reduce confusion from similar or redundant values 
  Removal of alias names 
Additional enhancements specific to the 276/277 claim status request transactions include: 
  To address the role of acknowledgements 
o  §1.6.1, §1.6.2 and §1.6.3 identify the use and purpose for the 997 Functional Acknowledgement, the 999 Implementation Acknowledgement, and the 824 Application 
Advice 
o  None of these acknowledgements is required by v5010 TR3 
  To address 276 issues 
o  Added REF segments for 
  Patient Control Number 
  Provider Identifier 
  Claim ID for Clearinghouse and other intermediaries 
  Corrected the situational usage of the Payer Claim Number and Payer Identifier REF segments 
o  Subscriber & Dependent loops were changed to ensure that situational looping rules and qualifiers are more consistent between the two levels of reporting 
  Clarified definition of subscriber versus dependent in §1.4.1.1 and how each should be submitted (the patient is considered to be the subscriber when the 
patient has a unique identification number different from the subscriber) CAQH CORE Phase III 
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  To address 277 issues 
o  Changed the Max Use of the STC Status Segment  to >1 to allow payers to report more status codes and greater detail about the claim status 
  To address issues in both the 276 and 277 
o  Tracking Mechanisms in a modified TRN segment where specific trace numbers can now be recorded for an individual Request and Response by the Provider and 
Payer  
o  Sensitive Patient Health Information was removed from the implementation guide requirements that was not needed for the transaction business purpose 
o  Pharmacy Information at the claim level of the 276 transaction (the REF segment) can now be used to identify prescription numbers to be inquired about 
  Added a new code set supported at in the STC segment for a new code source — the NCPDP reject/payment codes for reporting pharmacy claim status 
information 
o  Added examples to explain claim level status inquiries with NCPDP Reject/Payment Codes, and others 
Structurally, both the v4010A1 and v5010 versions of the 276/277 claim status transactions are identical, as depicted in the diagrams below. Key changes from v4010A1 to v5010 are 
shown. CAQH CORE Phase III 
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v4010A1 and v5010 276 Health Care Claim Status Request
Architecture Graphical View
276 Health Care Claim Status 
Request
Loop 2000A
Information Source Name
Loop 2100A
Payer Name
Loop 2000B
Information Receiver 
Level
Loop 2100B
Information Receiver 
Name
Loop 2000C
Service Provider Level
Loop 2100C
Provider Name
Loop 2000D
Subscriber Level
(Subscriber DOB)
Loop 2100D
Subscriber Name
(FN, LN, MID)
Loop 2200D
Claim Status Tracking 
Number
Loop 2210D
Service Line Information
Submitter of Claim, or
Health Care Provider
Payer Claim Control Number
Institutional Bill Type ID
Medical Record Identification
Application/Location System ID
Group Number
Patient Control Number
Pharmacy Prescription Number
Claim ID Number for Clearinghouses
Claim Submitted Charges
Claim Service Date
Medical Procedure Codes
Line Item Control Number
Service Line Date
In v4010A1 = Billing Provider
In v5010 = either Billing Provider 
or Rendering Provider
Information in italic in v4010A1 
only – removed from v5010
Information in bold new to v5010 
– not in v4010A1
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Claim Status Tracking Number
Health Care Claim Status Category Code
Health Care Claim Status Code
Effective Date of Status Information
Total Claim Charge Amount
Claim Amount Paid
Adjudication or Payment Date
Payment Method Code
Date of Check or EFT
Payer’s Claim Number
Institutional Bill Type ID
Medical Record ID
Institutional Claim Statement Dates
Pharmacy Prescription Number
Patient Control Number
Voucher Identifier
Claim ID Number for Clearinghouses
Claim Service Date
v4010A1 and v5010 277 Health Care Claim Status Response
Architecture Graphical View
277 Health Care Claim Status 
Response
Loop 2000A
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Medical Procedure Codes
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Line Item Charge Amount
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Line Item Control Number
Line Item Claim Service Date
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Trace Number 
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only – removed from v5010
Information in bold new to v5010 
– not in v4010A1
Information in 
bold new to 
v5010 – not in 
v4010A1
Information in 
bold new to 
v5010 – not in 
v4010A1
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The tables below are a comparison of the 276/277 issues across v4010A1, v5010 and two regional group approaches. 
Table of 276 Issues Comparison 
Issue  4010A1 
Required 
(Yes/Situ
ational) 
X12 5010 
Required 
(Yes/Situ
ational) 
Required by LINXUS 1.0 
(based on 4010A1) 
Required by UHIN 2.2 
(based on 4010A1) 
276 Issues 
Submission of Identifiers & 
Other Data used by Health 
Plan to Match 276 
Request to Claim 
Information Receiver (Loop 
2100B) 
 Electronic Transmitter 
Identification Number (ETIN) 
or 
 Federal Taxpayer‘s ID 
or 
 NPI 
Y  Information Receiver (Loop 
2100B) 
 Electronic Transmitter 
Identification Number (ETIN) 
 
 
Y   
 
 
 
  Service Provider (Loop 2100C) – 
Billing Provider from Original 
Submitted Claim 
 Federal Taxpayer‘s ID 
or 
 Service Provider Number 
assigned by Payer when Provider 
does not have an NPI 
and 
 Name (situational) 
Y  Service Provider (Loop 2100C) – 
Billing Provider from Original 
Submitted Claim or Rendering 
Provider 
 Federal Taxpayer‘s ID 
or 
 Service Provider Number 
assigned by Payer when Provider 
does not have an NPI 
or 
 NPI 
Y  NPI required 
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Issue  4010A1 
Required 
(Yes/Situ
ational) 
X12 5010 
Required 
(Yes/Situ
ational) 
Required by LINXUS 1.0 
(based on 4010A1) 
Required by UHIN 2.2 
(based on 4010A1) 
276 Issues 
and 
 Name (situational) 
 
  Subscriber Information (Loop 
2000D)  
 Subscriber Date of Birth 
Y  Subscriber Information (Loop 
2000D) 
 Subscriber  Date of Birth 
Y  Required 
 
 
  Subscriber Name (Loop 2100D)  
 Last Name 
and 
 Employer‘s Identification Number 
or 
 Member ID 
Y  Subscriber Name (Loop 2100D)  
 Last Name 
and 
 Employer‘s Identification Number 
or 
 Member ID 
Y  Last Name not addressed 
Member ID required 
 
Requires use of Member 
ID and if subscriber ID is 
not known to place 
―UNKNOWN‖ in ID Code 
data element 
   Claim Submitter Trace Number 
(Loop 2200D) 
Note: additional identifiers listed 
below are submitted in REF 
segments. 
S  Claim Submitter Tracking Number 
(Loop 2200D) 
Note: additional identifiers listed 
below are submitted in REF 
segments. 
S     
   Payer Assigned Control Number 
(internal control number, 
document control number, claim 
control number) 
S   Payer Assigned Control Number 
(internal control number, 
document control number, claim 
control number) 
S    Required when available. 
For UHIN payers this 
identifier is sent to the 
provider in the 277FE for 
accepted claims. 
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Issue  4010A1 
Required 
(Yes/Situ
ational) 
X12 5010 
Required 
(Yes/Situ
ational) 
Required by LINXUS 1.0 
(based on 4010A1) 
Required by UHIN 2.2 
(based on 4010A1) 
276 Issues 
   Medical Record Identification  S         
       Application or Location System 
Identifier 
S     
       Group Number  S     
       Patient Control Number  S     
       Pharmacy Prescription Number  S     
   Claim Submitted Charges  S   Claim Submitted Charges  S     
   Claim Service Date  S   Claim Service Date  S  Required   
 
Table of 277 Issues Comparison 
Issue  4010A1 
Required 
(Yes/Situ
ational) 
X12 5010 
Required 
(Yes/Situ
ational) 
Required by LINXUS 1.0 
(based on 4010A1) 
Required by UHIN 2.2 
(based on 4010A1) 
277 Issues 
Support at Service Line 
level 
Not Required  S  Not Required  S  Not explicitly addressed   Required if provider has 
an inquiry about a specific 
service line 
Use of Health Care Claim 
Status Category Code  
No minimum code set specified – all 
category codes except Request for 
Additional Information (R Category 
Codes) are allowable 
Y  Information Source must support 
following codes: 
 0 – Cannot provide further status 
electronically 
 1 – For more detailed information 
see remittance advice 
 2 – More detailed information in 
letter 
 All category codes except 
Request for Additional Information 
(R Category Codes) are allowable 
Y  Use of specific codes 
address by a complex set 
of worksheets defining 
business scenarios, 
provider action work lists, 
and code sets organized 
by business scenario 
Requires at least one 
claim level status code 
Recommends that payers 
should know the action 
that results from the codes 
Not recommended that 
payers crosswalk codes 
based simply on the 
content or wording of a 
status 
Recommends use of more 
than one STC segment or CAQH CORE Phase III 
276/277 Claim Status Business Case 
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Issue  4010A1 
Required 
(Yes/Situ
ational) 
X12 5010 
Required 
(Yes/Situ
ational) 
Required by LINXUS 1.0 
(based on 4010A1) 
Required by UHIN 2.2 
(based on 4010A1) 
277 Issues 
element to allow payer to 
create one status concept 
per STC segment so that 
response clearly 
delineates where one 
thought or concept ends 
and another begins 
Use of Health Care Claim 
Status Code 
No minimum code set specified  Y  No minimum code set specified  Y  Use of specific codes 
address by a complex set 
of worksheets defining 
business scenarios, 
provider action work lists, 
and code sets organized 
by business scenario 
Recommends that payers 
should know the action 
that results from the codes 
Not recommended that 
payers crosswalk codes 
based simply on the 
content or wording of a 
status 
Recommends use of more 
than one STC segment or 
element to allow payer to 
create one status concept 
per STC segment so that 
response clearly 
delineates where one 
thought or concept ends 
and another begins 
Category and Status Code 
Descriptions/Definitions 
Specified in external code source    Specified in external code source    Uses the descriptions 
verbatim from the External 
Code Lists 
Provides further 
recommended 
supplemental descriptions 
for pending category 
codes: 
P1 – Pending/In Process CAQH CORE Phase III 
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Issue  4010A1 
Required 
(Yes/Situ
ational) 
X12 5010 
Required 
(Yes/Situ
ational) 
Required by LINXUS 1.0 
(based on 4010A1) 
Required by UHIN 2.2 
(based on 4010A1) 
277 Issues 
P2 – Pending/In Review 
P3 – Pending/Requested 
Information 
Reporting status in pre-
adjudication  
Supported but not required    Supported but not required    Not explicitly addressed   
 
Issue  4010A1 
Required 
(Yes/Situ
ational) 
X12 5010 
Required 
(Yes/Situ
ational) 
Required by LINXUS 1.0 
(based on 4010A1) 
Required by UHIN 2.2 
(based on 4010A1) 
Role of Acknowledgements 
Use of Standard 
Acknowledgements 
 TA1 
 997 
 999 
 824 
In real time mode receiver is 
required to send either TA1 or 997 
(receiver is not limited to Information 
Source) 
In batch mode, 997 must be 
returned as quickly as possible by 
the receiver (receiver is not limited 
to Information Source) 
999 not referenced in IG 
824 not referenced in IG 
  TA1 not referenced 
997 not required 
999 not required 
824 not required 
  Not explicitly addressed   CAQH CORE Phase III 
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Assumptions for a Phase III CORE 276/277 Data Content Rule 
CORE anticipates that adopters of the Phase II CORE rules will focus their resources on this effort in 2009 and Q1-2010. Given the Phase III CORE rule development timeline, it is 
reasonable to project that the Phase III CORE rules will be balloted during Q1-2010 with roll-out and adoption to commence in Q2-2010. The final rule for modifications to HIPAA adopting 
updated X12 v5010 versions of the standards for electronic standards was published in the Federal Register January 16, 2009. Thus, the development of a Phase III 276/277 Claim Status 
Request/Response Data Content Rule will be based on the X12 v5010 TR3, taking into consideration the business issues and information requirements and how the X12 v5010 TR3 
addresses them, while keeping in mind that a CORE guiding principle is not to duplicate in a CORE rule requirements already specified in a HIPAA-mandated implementation guide but to 
move the industry beyond the minimum requirements by creating CORE rules that exceed the minimum requirements. 
Considerations for the development of a Phase III CORE 276/277 Data Content Rule based on the X12 v5010 TR3s will be the key differences between the current HIPAA-mandated X12N 
v4010A1 and X12 v5010 transaction capabilities and the impact to the industry for simply achieving the minimum requirements of X12 v5010 rather than a Phase III CORE rule which would 
go beyond the minimum requirements. Essentially, these key differences are data that can be submitted in the X12 v5010 276 which are not supported in the X12N v4010A1, and the 
addition of the TRN Trace Segment in X12 v5010 to several loops. CAQH CORE Phase III 
276/277 Claim Status Business Case 
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Section III: Phase III 276/277 Potential Rule Opportunity Areas 
 
 
1 - Require 
identifiers 
beyond the 
minimum 
identifiers in 
v5010 276 
request
2 – Require 
service level 
detail to be 
returned in 
277 
response
3 – 
Establish 
consistency 
in use of 
Claim 
Status 
Category 
and Claim 
status 
codes
4 – Require 
health plans 
to report 
status of 
claims in 
pre-
adjudication 
front end 
systems
5 – 
Establish 
minimum 
elapsed 
time from 
claim 
submission 
to claim 
status 
inquiry
6 – Require 
health plans 
to report 
claim status 
for 
pharmacy 
claims
P
u
r
s
u
e
D
o
 
N
o
t
 
P
u
r
s
u
e
o Yes
o No
7 – Specify 
a minimum 
time period 
for which 
claim status 
information 
must be 
available on 
line by the 
health plan
8 – Require 
health plans 
to be able to 
report claim 
status using 
the 276/277 
for all claims 
regardless 
of method/
mode of 
submission
P
u
r
s
u
e
D
o
 
N
o
t
 
P
u
r
s
u
e
o Yes
o No
P
u
r
s
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e
D
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N
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o Yes
o No
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o Yes
o No
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o Yes
o No
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o Yes
o No
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N
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P
u
r
s
u
e
o Yes
o No
P
u
r
s
u
e
D
o
 
N
o
t
 
P
u
r
s
u
e
o Yes
o No
9 – Develop 
a rule to 
coordinate 
category 
and status 
codes 
between 
277 and 835
P
u
r
s
u
e
D
o
 
N
o
t
 
P
u
r
s
u
e
o Yes
o No
 